The present study was aimed at investigating the role of coping strategies in predicting emotional distress following breast cancer, over and above the illness severity, operationalized in terms of the type of surgery performed. In order to achieve this goal, two groups of newly diagnosed breast cancer women were selected and compared on the basis of the type of surgical treatment received. A subsample of 30 women with quadrantectomy and sentinel lymph-node biopsy (SLNB) and a subsample of 31 patients with mastectomy and axillary dissection (MAD) filled in the Brief Cope scale and Hospital Anxiety and Depression Scale. Summarizing, results showed that emotional support, venting, and humor explained a statistically significant increment of variance in psychological distress indices. Implication for clinical practice and future research were discussed.
cognitive and behavioral avoidance, suppression of unwanted thoughts and emotions, and denial" (p. 338). Other studies as well confirm that problem-focused strategies (engagement coping) are associated with decreased anxiety, decreased depression and less psychological distress (Bussell & Naus, 2010; Stanton, Danoff-Burg, & Huggins, 2002) . Belief that breast cancer would have a chronic timeline is strongly related to the use of cognitive avoidance and behavioral avoidance coping strategies, with less use of problem-solving strategies (Hagger & Orbell, 2003; Rozema, Völlnick, & Lechner, 2009 ). We presume, therefore, that women who have a coping style more oriented towards avoidance will manifest higher distress.
Aims and Hypotheses
The present study adopted a descriptive correlational design in order to examine the role of coping strategies in predicting psychological distress (anxiety and depression), over and above the illness severity. On the basis of the aforementioned literature, we operationalized the illness severity construct in terms of type of surgery (Mansel et al., 2006a (Mansel et al., , 2006b . We compared patients who had mastectomy and axillary dissection (MAD) vs. patients with quadrantectomy and SLNB. Based on findings of the above quoted literature, we expected that:
H1. Patients with MAD will exhibit higher levels of anxiety and depression than patients with SLNB.
H2. Avoidance coping strategies will be positively associated with higher levels of anxiety and depression.
H3. Engagement coping strategies will be negatively associated with higher levels of anxiety and depression.
H4. Coping strategies will explain statistically significant increment of variance in psychological distress (anxiety and depression), over and above type of surgery (SLNB vs. MAD).
Method Participants
Women diagnosed with their first occurrence of breast cancer were eligible to selection for this study. Exclusion criteria were recurrence of breast cancer, previous or current cancer diagnosis, different from breast cancer, severe mental or neurological impairment. Patients were consecutive cases at the Breast Surgery Unit of "San Paolo" Hospital of Bari, during the year 2013.
Among all patients evaluated, only those who had fully completed both questionnaires were eligible. Of these, 30 women were treated with quadrantectomy and SLNB, and 31 patients were treated with MAD. All women were alpha = .69), n) Acceptance (Cronbach's alpha = .57), o) Religion (Cronbach's alpha = .86), and p) Self-blame (Cronbach's alpha = .19). Each scale has 2 items, each assessed on a four point Likert scale ranging from 1 = 'I haven't been doing this at all' to 4 = 'I've been doing this a lot'. The scale scores define a "profile" for the subject's coping style, which is how a subject usually responds to a stressor.
Psychological distress -The Italian version of the Hospital Anxiety and Depression Scale (HADS) (Costantini et al., 1999; Zigmond & Snaith, 1983 ) was used to measure distress. The HADS has been validated with cancer patients and it is very frequently used as screening tool for psychological distress in cancer care (Moorey et al., 1991; Smith et al., 2002) . It consists of 14 items, rated on a 4-point scale, ranging from 0-3. Items were averaged into two dimensions: a) HADS-anxiety (Cronbach's alpha = .81), b) HADS-depression (Cronbach's alpha = .65).
Procedure
The initial psychological assessment, performed during hospitalization, two days after surgery, consisted of a semi-structured interview followed by two self-report questionnaires: the HADS and the Brief COPE. All questionnaires were completed on the ward. All participants provided written, informed consent prior to taking part in the consultation. The first author, expert clinical psychologist, conducted all individual interviews that lasted an average of 45 minutes. A health status assessment was derived from both medical chart inspection and physician consultation.
Demographic data and general health status were recorded on a socio-demographic form. Ethical approval from local research ethics committee was obtained.
Data Analyses
The independent-samples t-test and chi-square test of independence were run to assess that the two sub-samples were homogenous as regards demographic and medical characteristics. Descriptive and reliability analyses were run on HADS and Brief Cope indices. Cronbach's alpha values obtained in our study for each dimension are reported above in the Measures section. The independent-samples t-test analysis was run to examine the surgery differences in terms of coping strategies and psychological distress. Zero-order Pearson's correlation analyses assessed the associations between coping strategies and anxiety, depression, and separately for SLNB and MAD sub-samples. Hierarchical multiple regression analyses tested a) the extent to which the type of surgery and patients' coping style predicted psychological distress, and b) the role of coping strategies in explaining an incremental variance in psychological distress, over and above the type of surgery.
Results

Sample Characteristics
The two groups (SLNB vs. MAD) were homogenous as regards age, t(59) = .72, p = .48, education distributions, χ2(3, N = 61) = 1.69, p = .64, marital status, χ2(3, N = 61) = 4.43, p = .22, employment status, χ2(6, N = 61) = 9.37, p = .15, general health (i.e., having chronic disease, such as hypertension, thyroid dysfunction, diabetes, etc.; χ2(3, N = 61) = 2.33, p = .51, and previous experiences of cancer in a close relative, χ2(4, N = 59) = 2.71, p = .61). As Table 1 shows, the major difference is in terms of occupation, which is also reflected in the total number of the cases examined in 2013 (N = 220), where housewives have higher percentage of mastectomy (50%) compared to working women (42%). It is possible that higher education and work play a role in preventive practices and early detection of breast cancer in our sample as well, as it is reported in other studies (Montella et ., 1995; Wang, Luo, & McLafferty, 2010) . The demographic characteristics for the two subsamples are shown in Table 1 . Table 2 displays the descriptive analyses outcomes of Brief Cope and HADS measures. Mean ratings showed that our sample used prevalently engagement coping strategies (especially acceptance, planning, religious support) than avoidance ones (especially substance use or behavioral disengagement; F(13,60) = 69.00, p = .001). Furthermore, in regard to HADS indices, mean ratings showed that patients reported medium level of anxiety and low level of depression. Generally, they showed higher anxiety than depression (dependent-samples t(59) = 10.88, p = .001). Additionally, the independent-samples t-test showed no difference between the two groups of patients in the coping strategies; instead women who had mastectomy exhibited higher levels of anxiety and depression than women who undertook SLNB (see Table 2 ). According to Cohen (1977) , the effect sizes can be considered moderate or high. 
Descriptive Analyses
Correlations Between Coping Strategies and Psychological Distress
We conducted zero-order Pearson's correlations to examine the associations between coping strategies, anxiety, and depression for total sample and separately for SLNB and MAD sub-samples (Table 3) Note. HADS-A = Hospital Anxiety and Depression Scale -Anxiety; HADS-D = Hospital Anxiety and Depression Scale -Depression.
*p < .01.
The Prediction of Psychological Distress
To test a) the extent to which the type of surgery and patients' coping style predicted psychological distress, and b) the role of coping strategies in explaining an incremental variance in psychological distress, over and above the type of surgery, we ran two hierarchical multiple regression model (HMR) analyses. For each HMR, the HADS index was the dependent variable (HADS-anxiety and HADS-depression), with age at Step 1, type of surgery at
Step 2, and the fourteen Brief Cope strategies at Step 3.
For the HADS-anxiety index, as shown in Table 4 , at both Step 1 and 2 the models and the incremental change are not significant (respectively, F = .65, p = .42; F = 2.15, p = .13, R 2 change = .06, p = .06). At
Step 3, when the fourteen Brief Cope strategies are introduced, the model and the incremental change are significant (F = 2.58, p = .007; R 2 change = .42, p = .01), with emotional support, venting, and humor as the significant predictors. For the HADS-depression index, as shown in Table 5, at Step 1 the model is not significant (F = .58, p = .45). At
Step 2, when the surgery is introduced, the model and the incremental change are significant (F = 5.02, p = .01; R 2 change = .14, p = .003), with surgery as the significant predictor. At
Step 3, when the fourteen Brief Cope strategies are introduced, the model and the incremental change are significant (F = 2.48, p = .009; R 2 change = .33, p = .046), with surgery and venting as the significant predictors.
Jointly considered, confirming our Hypothesis 4, coping strategies (especially emotional support, venting, and humor) explained a statistically significant increment of variance in psychological distress indices.
Europe's Journal of Psychology 2015, Vol. 11(2), 280-294 doi:10.5964/ejop.v11i2.908 Table 5 Hierarchical Multiple Regression of HADS-Depression
Step 3 Step 2 Step 1
Step 1
Age
.62 .07 .28 .13 .45 .10
Step 2
Surgery
.03 .29 .00 .37
Step 3 
BC
Discussion
The present study was aimed at examining the role of coping strategies in predicting psychological/emotional distress of newly diagnosed breast cancer women, over and above the illness severity. Confirming Hypothesis 1, patients with MAD exhibited higher levels of anxiety and depression than patients with SLNB. Previous studies tended to find a relationship between the type of surgery (mastectomy vs. lumpectomy) and emotional distress, but were not able to demonstrate any significant difference, except for body image, in terms of the psychological effect of the type of mutilation (Bartelink, van Dam, & van Dongen, 1985; Cohen, Hack, de Moor, Katz, & Goss, and negatively with acceptance coping strategy. For the MAD sub-sample, HADS-depression index was positively associated with Brief Cope-venting.
Finally, confirming Hypothesis 4, coping strategies will explain statistically significant increment of variance in psychological distress (anxiety and depression), over and above type of surgery (SLNB vs. MAD). More specifically, jointly considered, coping strategies (especially emotional support, venting, and humor) explained a statistically significant increment of variance in psychological distress indices. Most studies are based on the assumption that cognitive understanding of the illness has an influence on coping strategies and, as a consequence, on psychological and physical health (Keeling, Bambrough, & Simpson, 2013; McCorry et al., 2013) . On the other hand, as it is reported in several meta-analysis, results from various studies about coping with breast cancer and illness severity are difficult to be compared due to the different assessment procedures and instruments utilized.
Taken together, the findings of the current study have important clinical practical implications for women with breast cancer: the dispositional coping strategies, that each individual has, appeared to be crucial to reduce distress and increase quality of life. Not only is the illness severity to account for the emotional distress, but, above all, the coping strategies play a significant role. Therefore, they should be considered as one of the most important factors when implementing effective interventions with breast cancer women. Encouraging engagement coping could contribute to improve patients' emotional well-being.
However, our study is not without limitations. First, the reported findings are based on a mostly correlational study, so caution should be taken when inferring conclusions. Second, some Brief Cope indices showed low reliability values for the sample in our study (especially self-blame). Third, the small sample size does not allow for generalization. Fourth, neither patient's level of control nor individual differences or personality traits (i.e. extroversion and/or neuroticism trait) were considered, beyond the coping styles.
Far from being exhaustive and despite its limitations, the current study adds to our knowledge of salient variables and processes that underlie health and psychological functioning in breast cancer settings, yielding some immediate consequences for clinical practice and future research.
Whilst the clinical setting is an asset of this study -it allowed, in fact, for control of the variables intrinsic to the specific situation in which the examination occurred, that was the same for both subgroups -it is, at the same time, a limit, in that the lack of a standardized coding for the clinical interview did not allow to use this information for comparison with self-report results.
On the research level, therefore, the integration of qualitative-observational and self-report methods needs to be thoroughly structured in order to obtain more reliable and objective results, arising from combined perspectives: a subjective evaluation form the patient's side and a clinician's evaluation. A more exhaustive assessment would imply to use the Brief Cope situational-actual version, in order to consider the coping strategies activated in response to the actual stressor (e.g., breast cancer diagnosis) and the evaluation of the emotional reactions and psychological distress through additional measures, besides HADS, such as BSI (Brief Symptom Inventory-18; Derogatis, 2001 ), IPQ-R (Illness Perception Questionnaire-Revised; Moss-Morris et al., 2002) , and IES-R (Impact of Event Scale-Revised, Weiss & Marmar, 1997) . Additionally, further studies may test an alternative modelling approach that would look at potential interaction terms of coping strategy by type of surgery on degree of emotional distress.
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As the literature highlights, in fact, the main factor that predicts psychological morbidity across the 1-year follow up of women diagnosed with primary breast cancer is their immediate post-operative state of distress (Hack & Degner, 2004; Millar, Purushotham, McLatchie, George, & Murray, 2005; Vos, Garssen, Visser, Duivenvoorden, & de Haes, 2004) . Therefore, on the clinical level, our study contributes to fostering the evaluation of psychological distress and of psychological resources (coping strategies) as crucial for implementing the development of tailored procedures, according to the woman's specific needs and coping strategies, within the hospital program of psychological support for breast cancer patients.
Notes
i) For a thorough description of the psychological program for breast cancer women implemented at "San Paolo" Hospital see: De Feudis, 2003 De Feudis, d'Ovidio, Ancona, Luchinovich, and Soleti, 2008 . "San Paolo" Hospital is one of the main hospitals of ASL BA (Local Healthcare Agency), a large Community Healthcare Institution that covers the entire Province of Bari (about 1.210.000 inhabitants) in Southern Italy that includes several hospitals and out-patient healthcare facilities.
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